Reticulum cell sarcoma or, as reclassified by Rappaport,' histiocytic lymphoma, is a malignancy composed of large cells resembling histiocytes. Its origin, which may be single or multicentric, is usually within the reticuloendothelial systemchiefly lymph nodes-or in the central nervous system (CNS), where it is often referred to as microglioma. Precise definition of the cell of origin, its immunological markers, the relationship between the disease and other non-Hodgkin's lymphomas, and its aetiology have all eluded researchers.2 However, dramatic progress has been attained recently in treatment. Chemotherapeutic remissions 'tantamount to cure' have been achieved in 41 % of patients with the most advanced stages of disease.2 Localised involvement is treated with radiation, either alone or in conjunction with chemotherapy, with even greater success. 3 Ocular involvement in reticulum cell sarcoma is rare, with only 25 histologically proved cases in the world literature. Until recently examination of enucleated specimens was required for diagnosis. More frequent reports during the past 10 years have demonstrated a recognisable ophthalmic presentation, typically as a refractory uveitis in middle-aged patients. Vitrectomy has provided a relatively noninvasive, and in many cases the only available, source for tissue diagnosis.4 As outlined below, treatment of affected eyes, which were previously doomed, has resulted in rewarding local cures.
In this article we describe the clinical and pathological findings in 3 new cases of reticulum cell A 66-year-old white man was seen in April 1979 because of gradual visual loss in both eyes, left more than right, during the previous 6 weeks. Past medical history included gout, controlled by diet, acute myocardial infarction in 1976, and diabetes mellitus treated with diet and oral hypoglycaemic drugs. Examination was essentially negative. Ophthalmic examination showed corrected visual acuities of 6/140 right eye and 6/60 left eye. Corrected near acuities were J2 right eye, and J10 left eye. Applanation tensions were 16 and 18 mmHg respectively. Ocular motility was full and the lids were normal. The anterior segments were unremarkable with the exception of trace cell and flare bilaterally. There was 1+ nuclear sclerosis of both lenses. Pupils were equal and reactive. In the right eye the vitreous contained 2+ cells with a posterior vitreous detachment and additional cells collected on the posterior vitreous face. In the left eye there were approximately 3+ vitreous cells with more confluent precipitates on the detached posterior vitreous face. The discs were normal, but throughout the fundus there were many focal yellow-white subretinal lesions with surrounding retinal haemorrhages (Fig. 1) .
The patient was admitted to the hospital. A and B scan ultrasonography performed in both eyes showed the posterior vitreous detachments with a membrane-like formation extending from the region of the disc to the vitreous base (Fig. 2) eye of 2 weeks' duration. An ophthalmic examination showed corrected visual acuities of 6/21 right eye and 6/120 left eye. Ocular motility was normal. Intraocular pressures were 18 mmHg bilaterally. Slit-lamp examination revealed normal anterior segments with mild nuclear sclerosis bilaterally. The vitreous contained a moderate cellular infiltration, and in the right fundus there was a small exudate just outside the inferotemporal arcade. These deposits were at the level of the retinal pigment epithelium. In the left fundus, adjacent to the superior temporal retinal vessels and just superior to the macula, was a white fluffy lesion of approximately 3 to 4 disc diameters which also had the appearance of an infiltrate at the level of the retinal pigment epithelium. There were scattered haemorrhages at the superior edge of this lesion and marked macular oedema (Fig. 5 ). General physical examination, complete blood count, urine analysis, and results of liver chemical tests were within normal limits. A chest x-ray was negative, as were serological tests for toxoplasmosis, cytomegalovirus, and candida.
The patient was put on 40 mg of prednisone for 10 days, by which time visual acuity in the left eye had improved to 6/60. There were some pigmentary changes of the retinal pigment epithelium in the region of the inflammatory focus in the left eye Gross examination revealed 2 similar eyes. Lenses were absent, and there were peripheral iridectomies. Opening the eyes revealed a layering of thick white material on the pars plana for 3600 in each eye (Fig. 7) . The material had the consistency of sour cream. The central vitreous was clear and liquified. The optic nerve and retina posteriorly in each eye were unremarkable. Histopathological examination was similar bilaterally. Anterior segments were normal. Lying on the surface of the pars plana was a diffuse vitreal infiltration with abnormal histiocytes (Fig. 8) Patients have been typically in their sixth and seventh decades at the time of presentation. The first report was of a 27-year-old man, and 1 patient was 81. These are exceptions, however, and the mean age is 64. There is no discernible sex predilection among reported cases despite a male: female ratio of 2:1 in cerebral reticulum cell sarcoma.10 Three patients are identified as blacks, roughly in proportion to the general population.
Ophthalmic consultation was sought in most cases because of decreased visual acuity. One patient initially described floaters, and a second complained of photopsia." The principal finding, almost without exception, was debris which appeared inflammatory-variable in location and extent, but generally refractory to topical steroid therapy. Both eyes were involved in roughly 50% of cases, though asymmetry is typical.10 One patient12 presented with a hypopyon; more typically, anterior segment reaction resembled a mild, nongranulomatous iritis, with or without keratic precipitates.
It was in the posterior segment that the disorder presented most characteristic findings. In slightly more than half of cases, fundus lesions resembling retinal or subretinal infiltrates were noted. Involved retina is described as white and thickened, with surrounding haemorrhage.4 Some observers have depicted the lesions as patchy, yellow-white to greenish-grey in colour, with fluffy outlines that rapidly become confluent.'3 Encroachment of the lesions on optic nerve or macula rapidly diminished visual acuity. Vitreous involvement typically accompanied fundus lesions but occasionally was seen alone. It has been variously described as inflammatory cells, debris, or veils-often dense enough to obscure underlying retinal detail. 4 Secondary glaucoma accompanied intraocular reticulum cell sarcoma in approximately half the cases.12 In 4 of 17 cases14 the mechanism was rubeosis iridis and neovascular angle closure. Increased intraocular pressure has more typically been related to cellular debris and synechial closure in the anterior chamber angle. Glaucoma was not seen in our 
